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Background: Although it is taken for granted that history-taking and communication skills are learnable, this
learning process should be confirmed by rigorous studies, such as randomized pre- and post-comparisons. The
purpose of this paper is to analyse whether a communication course measurably improves the communicative
competence of third-year medical students at a German medical school and whether technical or emotional
aspects of communication changed differently.
Method: A sample of 32 randomly selected students performed an interview with a simulated patient before the
communication course (pre-intervention) and a second interview after the course (post-intervention), using the
Calgary-Cambridge Observation Guide (CCOG) to assess history taking ability.
Results: On average, the students improved in all of the 28 items of the CCOG. The 6 more technically-orientated
communication items improved on average from 3.4 for the first interview to 2.6 in the second interview
(p < 0.0001), the 6 emotional items from 2.7 to 2.3 (p = 0.023). The overall score for women improved from 3.2 to 2.5
(p = 0.0019); male students improved from 3.0 to 2.7 (n.s.). The mean interview time significantly increased from the
first to the second interview, but the increase in the interview duration and the change of the overall score for the
students’ communication skills were not correlated (Pearson’s r = 0.03; n.s.).
Conclusions: Our communication course measurably improved communication skills, especially for female
students. These improvements did not depend predominantly on an extension of the interview time. Obviously,
“technical” aspects of communication can be taught better than “emotional” communication skills.Background
It is widely accepted that physicians require good history
taking and communication skills [1]. They are particu-
larly important in primary care settings where diagnoses
often may be obtained by an attentive history taking
alone. Moreover, patient outcomes such as drug adher-
ence, patient satisfaction and coping with illness depend,
amongst others, on the doctor’s communication abilities
[1-7]. As history taking and communication with patients
are frequent and essential tasks, these skills should be
taught early and repeatedly throughout medical educa-
tion with the support of simulated patients (SP), com-
bined with structured feedback. They should be taught* Correspondence: asimmen@gwdg.de
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distribution, and reproduction in any mediummore in a problem-based method (“experimental”) than
with instructional teaching methods [6-12].
Although it is taken for granted that history taking
and communication skills are learnable [12,13], there is
a paucity of rigorous studies that have directly measured
and demonstrated a learning progress on basis of a
proper design that allows for valid conclusion [14,15].
Many studies are based on paper-pencil questionnaires
which assess only the students’ knowledge about com-
munications skills; other authors have relied on self-
assessment methods [16,17], although students tend to
either overestimate or underestimate their own skills
[18]. In their review, Aspegren et al. [8] examined the
evidence for the impact of communication skills training
in medical students and found a lack of studies from
other than English-speaking countries, e.g. Germany.Med Central Ltd. This is an Open Access article distributed under the terms of
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Hopkins University School of Medicine that used a ran-
domized design with a control group to measure the
effectiveness of a communication course on the stu-
dents’ ability for clinical reasoning [19]. Interestingly,
while the clinical reasoning skills differed markedly
between the control and intervention group, the stu-
dents’ communication skills did not differ, or only to a
lesser degree, after the intervention. Moreover, since the
students’ ability was not measured before and after inter-
vention by tutors or SP, it is difficult to decide whether
communication skills improved and if so, which skills
did or did not improve.
In Germany, interactive teaching methods have rapidly
developed in recent years and half of all medical faculties
are working with SP or using OSCEs [7]. In 2004, a new
law (“Approbationsordnung für Ärzte”) regarding the
education of medical doctors came into effect which
supports further innovative teaching initiatives and the
acquisition of communicative competence. Some med-
ical schools have a systematic curriculum for teaching
communication skills [7,20,21] and a consensus paper
has been published by the German Society of Medical
Education in 2008, which contained a guideline about
which social and communicative competencies medical
students should have achieved by the end of their med-
ical studies [22].
At the Göttingen Medical school a new compulsory
list of learning goals was established. For the first time,
communicative skills like “the student is able to take a
complete medical history” were mentioned. Notwith-
standing these positive signals, we felt that our medical
colleagues from other disciplines had still severe doubts
as to the usefulness of teaching communicative compe-
tencies and the success of our courses. Therefore, we
saw the necessity of assessing our new teaching
methods.
In a randomized pre-post-design, we wanted to
explore whether a communication course for third-year
medical students has a measureable effect on communi-
cation skills. While this study primarily responds to the
new situation at our faculty, including the need to assess
our methods, our study question also included aspects
that had not been investigated in detail to date. Of par-
ticular interest was whether certain communication




At the Göttingen Medical school, all third-year students
visit a “basic clinical skills course” including manual (e.g.
injections, ECG, wound-suturing) and communi-
cation skills (e.g. history taking and basic variables ofcommunication techniques such as empathy, active lis-
tening, nonverbal communication). This is the first
course with systematic teaching of communication skills
after two years of basic scientific skills (“Vorklinik”). Ten
modules, each lasting 3 full hours are taught over
12 weeks. With small variations, this course has taken
place since 2004.
Components of the basic clinical skills course
included, besides others
 type of questions
 body language
 techniques like paraphrasing and reflection of
emotions
 complete history taking and
 basics about the patient-physician-relationship.
We are teaching in small groups with 5 to 6 students
supervised by a MD or psychologist or rotationally by
student tutors, practicing role plays and group-based
consultations with simulated patients (SP). SP were
trained how to give structured feedback, using the
“sandwich-technique” and speaking in “third person” (e.g.,
“In my role as Ms. Smith, I would prefer if you do not
interrupt my first phrase”) [23]. Two other courses are
taught parallel: “basics of laboratory diagnostics and path-
ology”, and “imaging techniques and radiation protection”,
both topics without any communicative aspects (only lec-
tures and laboratory rotation).
Study design and participants
This was an explorative study. We used a before-and-
after design to assess the students' performance before
and after an intervention, where the communication
course represented the intervention. A gender-stratified
randomly selected sample of third-year students taking
the basic clinical skills course was drawn by choosing
the first male and a female student, according to the
alphabetic order, from each of the 8 small sub-groups.
They were separated from the rest of the group and did
not receive the first lesson of the basic skills course.
Instead, they had to perform an SP-interview, not being
prepared to do so (Figure 1). Participation was voluntary.
The students who agreed to take part gave written
informed consent and were informed of the study and
that they had to spend an extra lesson at the end of the
regular course 3 months later.
Students then performed the initial SP interview,
which was recorded. During this interview, only the SP
and one of the authors (CW) were present for videotap-
ing. Two experienced SP were trained and portrayed 2
different roles (“allergic rhinitis” and “acute gastritis”).
The roles were randomly assigned to the first and sec-
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Figure 1 Flowchart to show the sequential steps in this study from selection, randomization and assessment of students (SP:
simulated patient).
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of the course, the selected students performed a second
SP interview with the other SP. All videotapes were con-
verted to digital files and 8 interviews (consisting of 4
first and 4 second interviews) were randomly copied
onto different DVDs. Only 2 of the authors (AS and
CW) were aware of the status of the interviews.
Instrument
To assess the quality of the history taking and the
‘doctor-patient’ relationship, we chose the translated and
validated short-version (28 items) of the Calgary-
Cambridge Observation-Guide (CCOG) [10,12]. This
guide is subdivided in 6 sections, which reflect import-
ant steps of history taking and consultation:
 initiating the session
 gathering information
 understanding the patient-perspective
 providing structure to the consultation
 building a relationship
 closing the session.Six items in particular of the CCOG exhibit a more
emotional character e.g. “demonstrated respect” or
“empathizes with and supports patient” while six other
items highlight a more technical aspect of history taking,
e.g. “introduces self and role” or “structures logical se-
quence”. The CCOG contains a 5-point scale (1 = “excel-
lent” and 5 = “deficient”).Assessment
A group of voluntarily recruited members of our depart-
ment (family physicians, psychologists, sociologists) were
trained as raters in a 90-minute session. The session
comprised a short presentation of the experiment, the
CCOG and the rating of an interview. These ratings
were discussed with the entire group in detail.
After this instruction, each rater obtained a DVD and
had to rate the 8 interviews within the following 8 weeks.
Each interview should be assessed by 2 raters. Remin-
ders were sent out by telephone and e-mail. The raters
were not engaged in teaching during the semester that
this analysis was conducted so as they would not be able
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they would see on the DVD.Statistical analysis
All analyses were performed with SAS 9.2. On the basis
of the 28 items of the CCOG, we calculated a total score
for each student as the unweighted mean of all 28 items
and a score for the sub-groups of “technical” and “emo-
tional” items. We compared differences between the first
and the second interview for scores on single, technical
and emotional items, and the total score, using the Wil-
coxon signed rank test or the 2-sample paired t-test, as
appropriate.
Correlations between the interview duration and the
total score, as well as correlations between the change in
the duration of the interview and the change of scores
between the first and second interview were determined
by Pearson’s coefficient r.
Each student’s interview was assessed by two raters
and the scores were the mean of these 2 ratings. Agree-
ment between the two raters was first determined by
weighted Kappa. In two instances, only one rater was
able to provide an assessment for a student’s SP-Table 1 Characteristics of participants
Participants n %
Age (years)
20 - 24 23 79.3
























* In Germany up until 2011, all male adolescents were required to serve
9 months either in the military or in civil service (the latter often in medical or
social institutions). We have included here only service in medical institutions.
† While waiting for a university placement or during civilian service, some
students are trained as paramedics.interview. Since it is not possible to calculate Kappa with
missing values, we chose the “zero” option in SAS and
replaced the missing value with the value of the first
rater and gave this value a very small weight, close to
zero. In a second step, the correlation between the total
score for the first interview and the second interview
was determined by Pearson’s coefficient r.
Ethical approval
This study was embedded in the curriculum develop-
ment at Göttingen Medical School. Neither were
patients included nor were any of our interventions
invasive; student participation was completely voluntary.
Therefore, ethical approval was not deemed necessary.
Results
Participants
From 194 third-year students, we selected 16 male and
16 female students; they all agreed to take part in the
study and gave informed consent. Table 1 shows the
baseline characteristics of the sample. One third of the
participants had had a preparatory training (e.g. emer-
gency medical, nursing) before entering medical school.
All students performed the first SP-interview; 2 of the
32 students did not perform the second SP-interview;
the reason in both cases was “lack of time”. The valid
sample of pre/post interview pairs was 30, making a total
sample of 60 individual interviews. Since each of these
60 interviews should be rated by two different raters
(n=120 ratings), we enrolled 15 raters and supplied each
one with interviews from 8 different students (4 first and
4 second interviews). Of these 15 raters, 14 performed
the required assessment, resulting in a sample of 112
ratings (Figure 1).
Inter-rater-reliability
As described above, each interview was rated by two dif-
ferent people. The inter-rater-reliability (weighted kappa)
ranged between 0.2 and 0.5 across the different items.
We also composed the total scores of each pair of raters
and found a correlation of 0.62 (Pearson’s r; p <0.001).
Changing of scores after intervention
On average, the students improved in all 28 items of the
CCOG. The mean improvement across all items was
0.53 on a 5-point scale (Table 2), and progression was
observed especially in following areas of communication:
“encourages patient to discuss any additional points”,
“establishes dates” and “closes interview by summarising
briefly”. In contrast, other areas already had a high level
in the first interviews and improved only slightly, e.g.
“demonstrates respect” or “listens attentively”. Some
areas such as “negotiates agenda” and “determines and
Table 2 Mean scores of the CCOG items for the first and second interview *
Item Pre Post Difference
mean mean mean (95% CI) †
Section: Initiating the Session 2.9 2.6 0.3 (0.1 - 0.5)
Greets patient 2.0 1.8 0.2 (-0.1 - 0.5)
Introduces self and role 2.9 2.6 0.3 (-0.2 - 0.9)
Demonstrates respect 2.0 2.0 0.0 (-0.2 - 0.3)
Identifies and confirms problems list 3.1 2.5 0.6 (0.2 - 1.1)
Negotiates agenda 4.2 4.1 0.1 (-0.4 - 0.6)
Section: Gathering Information 2.8 2.3 0.5 (0.2 - 0.9)
Encourages patient to tell story 3.0 2.2 0.7 (0.3 - 1.2)
Appropriately moves from open to closed questions 3.1 2.4 0.7 (0.2 - 1.1)
Listens attentively 2.3 1.9 0.4 (0.1 - 0.8)
Facilitates patient’s responses verbally and non-verbally 2.6 2.1 0.5 (0.1 - 0.9)
Uses easily understood questions and comments 2.3 2.1 0.2 (-0.2 - 0.6)
Clarifies patient´s statements 2.8 2.5 0.3 (-0.1 - 0.7)
Establishes dates 3.5 2.5 1.0 (0.5 - 1.5)
Section: Understanding Patient´s Perspective 3.4 2.8 0.5 (0.2 - 0.9)
Determines and acknowledges patient´s ideas re: cause 3.7 3.4 0.3 (-0.2 - 0.9)
Explores patient´s concerns re: problem 3.1 2.5 0.6 (0.2 - 1.0)
Encourages expression of emotions 3.1 2.8 0.3 (-0.1 - 0.7)
Picks up/responds to verbal and non-verbal clues 3.4 2.8 0.6 (0.2 - 0.9)
Section: Providing Structure to Consultation 3.3 2.9 0.4 (0.1 - 0.8)
Summarises at end of a specific line of inquiry 3.9 3.4 0.5 (-0.1 - 1.0)
Progresses using transitional statements 3.3 2.9 0.4 (-0.1 - 0.9)
Structures logical sequence 3.3 2.8 0.5 (0.1 - 1.0)
Attends to timing 2.8 2.5 0.3 (-0.2 - 0.7)
Section: Building Relationship 2.7 2.3 0.4 (0.1 - 0.8)
Demonstrates appropriate non-verbal behaviour 2.6 2.2 0.5 (-0.1 - 0.9)
If reads or writes, doesn´t interfere with dialogue/rapport 2.7 2.3 0.4 (0.0 - 0.8)
Is not judgemental 2.4 2.1 0.3 (-0.1 - 0.8)
Empathises with and supports patient 2.9 2.4 0.5 (0.1 - 1.0)
Appears confident 3.1 2.5 0.6 (0.1 - 1.1)
Section: Closing the Session 3.7 2.7 1.0 (0.6 - 1.4)
Encourages patient to discuss any additional points 4.0 2.9 1.1 (0.6 - 1.6)
Closes interview by summarising briefly 3.9 3.0 0.9 (0.4 - 1.4)
Contracts with patient re next steps 2.9 2.0 0.9 (0.4 - 1.5)
Total score 3.1 2.6 0.5 (0.2 - 0.8)
* 5-point scale of all items; pre and post (scale: 1 = excellent, 5 = deficient).
† 95% confidence interval.
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same ratings for the first and second interviews.
The more technically-orientated communication skills,
as measured by six CCOG items, improved from 3.4 for
the first interview to 2.6 in the second interview (differ-
ence: 0.8; 95%- confidence-interval: 0.5 to 1.1; p < 0.0001).
The respective scores for the emotional items were 2.7and 2.3 (difference: 0.4; 0.07 to 0.1; p = 0.023). The im-
provement for the technical items was, in some cases,
twice as high as for the emotional ones. For example, the
students’ ability to “close the session” improved from 3.7
to 2.7 (mean difference: 1.0; 95% CI 0.6-1.4) while the abil-


























Figure 2 Changing of “technical” and “emotional” communication
skills before and after the medical communication skills course.
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tory training or number of semesters and overall improve-
ment or improvement in any areas of communication
(data not shown), but we found some considerable gender
differences.Gender differences
The overall score for women improved from 3.2 (SD
0.4) for the first interview to 2.5 (SD 0.5) for the second
interview (difference: 0.7; 95%-confidence-interval: 0.3 to
1.1; p = 0.0019); male students improved from 3.0 (SD
0.7) to 2.7 (SD 0.4; difference: 0.3; -0.14 to 0.8; n.s.). Fe-
male students especially improved their technical com-
munication skills from 3.6 to 2.5 (difference: 1.1; 0.7 to
1.5; p < 0.0001), but their emotional communication
skills only from 2.7 to 2.2 (difference: 0.5; 0.1 to 0.9;
p = 0.044) (Figure 2). Female students improved most in
their ability to encourage patients to discuss additional
points (from 4.5 to 2.9; p < 0.0001). Another interesting
gender difference is the degree of confidence (item
"appears confident"). While males started with anaverage score of 2.9 and improved slightly to 2.6 (n.s.),
their female peers started worse (3.2) but improved sig-
nificantly to 2.3 (p=0.011).
Interview length
The mean interview length was 5.6 minutes (SD: 1.6) in
the first interview and this increased to 8.9 (3.1) minutes
for the second interview (p < 0,0001). In both interviews,
female students talked longer with SP than male stu-
dents (first interview: 6.6 min. vs. 4.7 min.; second inter-
view: 10.0 min. vs. 7.9 min.). Most importantly, while the
length of the first interview correlated with the CCOG
overall scores (Pearson’s r: 0.59; p < 0.0001), the length of
the second interview did no longer correlate with the
overall scores (0.06; n.s.). This was also true for the cor-
relation of the change in interview length and change of
the overall scores (Pearson’s r: 0.03; n.s.). That is to say,
the raters did not give better scores merely because stu-
dents talked longer. Female students had a bigger in-
crease in consultation length and–independently–in the
scores than their male peers.
Discussion
Communication training in our basic clinical skills
course significantly improved the communication skills
of medical students. Especially the technical aspects of
the medical interview were impressive and significant
while the improvement in other areas was small and not
significant. Female students benefited more from the
training than male students. After training, the length of
the interview significantly increased, but the duration of
the interview did not correlate with the raters’ scores.
Strength and weakness
The sample of students for this study was randomly
selected so that they seem to be representative for third-
year medical students. The random allocation of the
consultation videos and the large number of raters who
did not know the participating students may have con-
tributed to the validity of the results.
In this small-scale study, it was not possible to include
a control group or “waiting group” with cross-over de-
sign because of the curricular framework. This threatens
the internal validity of our results—for several reasons
[24]: Effects from uncontrolled studies are often greater
than those from controlled studies. A test-retest effect
may have happened so that the improvement in commu-
nication skills is not a result of our instruction but of
repeated testing on the same activities. In this case, only
the skills needed for this special task would have
improved but not the broad range of procedural skills
we have taught. Moreover, secular trends and other in-
fluential events which might have occurred during the
intervention, could have affected the outcome. However,
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rather limited time frame such ‘history threats’ to the
internal validity are rather unlikely. Since it is, on
principle, impossible, to attribute the observed changes
to our intervention on basis of this before-after design,
conclusions should be interpreted with caution.
Inter-rater reliability was not optimal. It is possible
that the instruction for raters was too short such that
they had not become sufficiently acquainted with our
rating instrument. However, the total scores of two rate-
rs─as we had calculated from the single items─strongly
agreed with the correlation coefficients in the Wong et
al study [25]. We know also from the literature, that glo-
bal scores highly correlate with scores generated from
checklists [26-28]. So we believe that raters had a valid
impression of students communication skills over the 28
items in the synopsis [28]. Whenever we used the total
score or sum scores for more than 1 item in our ana-
lysis, for example to compare male and female students
or to analyse associations between the communication
quality and the length of the interviews, our analysis seems
valid.
The CCOG, designed in Canada and Cambridge in 1989,
does perhaps not fully fit with our German teaching envir-
onment, but for comparability with international literature
and after researching other possibilities, we choose this
validated instrument as the best available [29].
Which communication skills can be taught?
As Aspegren described [30], some communication skills
such as “clear questions free of medical jargon” can be
taught better than others like “initiating the session” or
“stress a time frame for conversation”. Accordingly, we
found that “technical skills” like “greets patient” and
“encourages patient to discuss any additional points”
scored significantly better after intervention. Such com-
munication skills could obviously be trained easily and
successfully.
Emotional skills such as “demonstrates respect” or
“empathises with and supports patient”, did not change
during intervention but scored highly from the outset.
We were somewhat surprised about this result, because
it cannot be taken for granted that young students
already have a high level of these skills. Perhaps the good
scores may have resulted from the difficulty of measur-
ing empathy [31], so that raters gave high scores when
they had difficulties to rate the students’ skills. As litera-
ture shows, empathy as such seems to diminish within
medical education if it is not taught repeatedly
[22,32,33]. To show this effect, our study would instead
need to be conducted over a longer time-frame than the
12 weeks studied here. Of course, empathy is not redu-
cible to a skill but a more complex issue or an attitude.
Since it did not seem feasible to use an extra instrumentmeasuring empathy, we relied on items within the
CCOG. One of these (“empathises with and supports
patient”) seems to cover empathy in an adequate way.
Other areas of communication did not change during
intervention and remained insufficient: e.g. “negotiates
agenda”, “attends to timing”. After reflecting on the
CCOG and these items again, we recognised that they
were either not taught during our course at all, or taught
inconsistently between lecturers. The item with the low-
est score (also before intervention) was “negotiates
agenda”. This skill was definitely not mentioned in our
script nor has it been a topic in our oral course lecture,
expressing at the same time a high validity of the
measurement.The gender bias
The difference between genders in medical communica-
tion is widely described. Here, we are in line with the lit-
erature: female students communicate in a more
patient-centred, positive and emphatic manner. Accord-
ingly, our female students could improve their ability to
“empathise with and support patients” from 2.9 to 2.3,
compared to male students (2.9 before and 2.9 after
intervention) [34,35]. Despite interventions, this “invis-
ible gender boundary” [34] remains over the years and
can hardly be adjusted through medical education. How-
ever, the fact that our female students started with lower
scores in some areas was surprising for us and we do
not have an explanation. Perhaps the low level of self-
assuredness which female students displayed before our
intervention (see item: “appears confident”) also affected
other areas of communication or influenced the raters’
perceptions of their overall competence.Length of interview
The length of the interview increased with all partici-
pants, but significantly more for female students. As
Flocke et al. and Verdonk et al. [36] described in their
cross-sectional observational studies [35], female doctors
have longer consultation times and this was experienced
as more “patient centred” by the patients themselves.
Similarly to this report, the consultation time between
male and female doctors in training in our study differed
by about two minutes. Most importantly, communica-
tion scores and the degree of improvement from the first
to the second interview did not correlate with changes
in interview length. This is a nearly perfect finding for
our study. While it is important that young students
learn to spend time in doctor-patient interaction, the as-
sessment of communication quality should not depend
predominately on the consultation time itself. If this
were the case, we would merely have to teach our stu-
dents to spend more time with the patient and not to
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skills.
Conclusion and Implications for further studies
Our “basic medical skills” course has established an
innovative teaching model and measurably improved
students’ communication skills, with female students
benefiting in particular. Obviously, some “technical
items” can be taught better than “emotional communica-
tion skills”, such as empathy or respect. Given the small
sample size and a low inter-rater reliability, larger stud-
ies are necessary to confirm these results. Further stud-
ies are necessary to evaluate the effect of our course for
individual students over a longer period of time. New
aspects including students’ response to the teaching
could be achieved by using qualitative methods like
focus groups or interviews. In addition, although the
CCOG provided a good base for this primary study, fur-
ther studies of our course should adapt this instrument
to specific educational objectives.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
TF conceived the study. AS was responsible for the coordination of the
project and the development of the manuscript. CW was responsible for
data collection and made substantial contributions to the analysis and
interpretation of data. CW and WH performed statistical analysis of the data.
All authors have made contributions to the study design, acquisition and
interpretation of data. All authors have been involved in drafting and
revising the manuscript. All authors read and approved the final manuscript.
Authors’ information
AS is a senior physician in the Department of General Practice and Family
Medicine at the University of Göttingen who also works part-time as a
board-certified general practitioner. She teaches communication skills and
basic skills in general practice; the main focus of her research efforts lies in
education research with a particular interest in measuring social and
communication skills. TF is a board-certified general practitioner working full-
time in a practice in Göttingen. He is also involved in teaching family
medicine at the University of Göttingen. CW did her doctoral thesis in the
Department of General Practice and Family Medicine and is currently
working as a psychiatrist at the University of Göttingen Medical Centre. WH
is a sociologist in the Department of General Practice and Family Medicine
and his special interests are doctor-patient communication, patient illness
narratives and health services research.
Acknowledgement
We would like to thank the members of our department, who rated the
videos during an extra lesson. We also thank the students and simulated
patients who took part in our study. Stephanie Heinemann discussed the
drafts of the manuscript until finalisation. In doing so she supported us in
presenting arguments in a more convincible manner and therefore positively
improved the way the manuscript can be read.
Received: 25 September 2011 Accepted: 26 July 2012
Published: 5 September 2012
References
1. Van Dalen J, Bartholomeus P, Kerkhofs E, Lulofs R, Van Thiel J, Rethans JJ,
Scherpbier AJJA, van der Vleuten CPM: Teaching and assessing
communication skills in Maastricht: the first twenty years. Med Teach
2001, 23:245–251.2. Kurtz S, Silverman J, Draper J: Teaching and learning communication skills in
medicine. 2nd edition. Oxford: Radcliffe Publishing; 2008.
3. Stewart M, Brown JB, Donner A, McWhinney IR, Oates J, Weston WW,
Jordan J: The impact of patient-centered care on outcomes. J Fam Pract
2000, 49:796–804.
4. Yedidia MJ, Gillespie CC, Kachur E, Schwartz MD, Ockene J, Chepaitis AE,
Snyder CW, Lazare A, Lipkin M Jr: Effect of communications training on
medical student performance. JAMA 2003, 290:1157–1165.
5. Tamblyn R, Abrahamowicz M, Dauphinee D, Wenghofer E, Jacques A, Klass
D, Smee S, Blackmore D, Winslade N, Girard N, Du Berger R, Bartman I,
Buckeridge DL, Hanley JA: Physician scores on a national clinical skills
examination as predictors of complaints to medical regulatory
authorities. JAMA 2007, 298:993–1001.
6. Di Blasi Z, Harkness E, Ernst E, Georgiou A, Kleijnen J: Influence of context
effects on health outcomes: a systematic review. Lancet 2001,
357:757–762.
7. Frohmel A, Burger W, Ortwein H: Integration of simulated patients into
the study of human medicine [in Germany]. Dtsch Med Wochenschr 2007,
132:549–554.
8. Aspegren K: BEME Guide No. 2: Teaching and learning communication
skills in medicine - a review with quality grading of articles. Med Teach
1999, 21:563–570.
9. Epstein RM: Assessment in medical education. N Engl J Med 2007,
356:387–396.
10. Kurtz SM, Silverman JD: The Calgary-Cambridge Referenced Observation
Guides: an aid to defining the curriculum and organizing the teaching in
communication training programmes. Med Educ 1996, 30:83–89.
11. Roter DL, Larson S, Shinitzky H, Chernoff R, Serwint JR, Adamo G, Wissow L:
Use of an innovative video feedback technique to enhance
communication skills training. Med Educ 2004, 38:145–157.
12. Schirmer JM, Mauksch L, Lang F, Marvel MK, Zoppi K, Epstein RM, Brock D,
Pryzbylski M: Assessing communication competence: a review of current
tools. Fam Med 2005, 37:184–192.
13. Maguire P, Pitceathly C: Key communication skills and how to acquire
them. BMJ 2002, 325:697–700.
14. Lane C, Rollnick S: The use of simulated patients and role-play in
communication skills training: a review of the literature to August 2005.
Patient Educ Couns 2007, 67:13–20.
15. Howley L, Szauter K, Perkowski L, Clifton M, McNaughton N: Quality of
standardised patient research reports in the medical education
literature: review and recommendations. Med Educ 2008, 42:350–358.
16. Zick A, Granieri M, Makoul G: First-year medical students' assessment of
their own communication skills: a video-based, open-ended approach.
Patient Educ Couns 2007, 68:161–166.
17. Fischer T, Chenot JF, Simmenroth-Nayda A, Heinemann S, Kochen MM,
Himmel W: Learning core clinical skills−a survey at 3 time points during
medical education. Med Teach 2007, 29:397–399.
18. Shapiro SM, Lancee WJ, Richards-Bentley CM: Evaluation of a
communication skills program for first-year medical students at the
University of Toronto. BMC Med Educ 2009, 9:11.
19. Windish DM, Price EG, Clever SL, Magaziner JL, Thomas PA: Teaching
medical students the important connection between communication
and clinical reasoning. J Gen Intern Med 2005, 20:1108–1113.
20. Rockenbauch K, Decker O: S-RY: Implementierung eines
Längsschnittcurriculums zur Gesprächsführung für Medizinstudierende
im Grundstudium. GMS Z Med Ausbild 2008, 25:1–3.
21. Junger J, Kollner V: Integration of a doctor/patient-communication-
training into clinical teaching. Examples from the reform-curricula of
Heidelberg and Dresden Universities [in German]. Psychother Psychosom
Med Psychol 2003, 53:56–64.
22. Kießling C, Dieterich A, Fabry G, Hölzer H, Langewitz W, Mühlinghaus I,
Pruskil S, Scheffer S, Schubert S: Basler Consensus statement
“Kommunikative und soziale Kompetenzen im Medizinstudium”: Ein
Positionspapier des GMA-Ausschusses Kommunikative und soziale
Kompetenzen. GMS Z Med Ausbild 2008, 25(2):1–7.
23. Wallace P: Coaching Standardized Patients for the Use in the Assessment of
Clinical Competence. New York: Springer Publishing Company; 2007.
24. Grimshaw J, Campbell M, Eccles M, Steen N: Experimental and quasi-
experimental designs for evaluating guideline implementation
strategies. Fam Pract 2000, 17(Suppl 1):S11–S16.
Simmenroth-Nayda et al. BMC Research Notes 2012, 5:486 Page 9 of 9
http://www.biomedcentral.com/1756-0500/5/48625. Wong SY, Cheung AK, Lee A, Cheung N, Leung A, Wong, Chan K:
Improving general practitioners' interviewing skills in managing patients
with depression and anxiety: a randomized controlled clinical trial.
Med Teach 2007, 29:e175–e183.
26. Regehr G, Freeman R, Hodges B, Russell L: Assessing the generalizability of
OSCE measures across content domains. Acad Med 1999, 74:1320–1322.
27. Regehr G, Freeman R, Robb A, Missiha N, Heisey R: OSCE performance
evaluations made by standardized patients: comparing checklist and
global rating scores. Acad Med 1999, 74(Suppl 10):135–137.
28. Hodges B, Regehr G, McNaughton N, Tiberius R, Hanson M: OSCE checklists
do not capture increasing levels of expertise. Acad Med 1999, 74:1129–1134.
29. Makoul G: Essential elements of communication in medical encounters:
the Kalamazoo consensus statement. Acad Med 2001, 76:390–393.
30. Aspegren K, Lonberg-Madsen P: Which basic communication skills in
medicine are learnt spontaneously and which need to be taught and
trained? Med Teach 2005, 27:539–543.
31. Mercer SW, Reynolds WJ: Empathy and quality of care. Br J Gen Pract 2002,
52(Suppl):9–12.
32. Benbassat J, Baumal R: What is empathy, and how can it be promoted
during clinical clerkships? Acad Med 2004, 79:832–839.
33. Hojat M, Vergare MJ, Maxwell K, Brainard G, Herrine SK, Isenberg GA, Veloski
J, Gonnella JS: The devil is in the third year: a longitudinal study of
erosion of empathy in medical school. Acad Med 2009, 84:1182–1191.
34. Roter DL, Hall JA, Aoki Y: Physician gender effects in medical
communication: a meta-analytic review. JAMA 2002, 288:756–764.
35. Flocke SA, Miller WL, Crabtree BF: Relationships between physician
practice style, patient satisfaction, and attributes of primary care.
J Fam Pract 2002, 51:835–840.
36. Verdonk P, Harting A, Lagro-Janssen TL: Does equal education generate
equal attitudes? Gender differences in medical students' attitudes
toward the ideal physician. Teach Learn Med 2007, 19:9–13.
doi:10.1186/1756-0500-5-486
Cite this article as: Simmenroth-Nayda et al.: Do communication training
programs improve students’ communication skills? - a follow-up study.
BMC Research Notes 2012 5:486.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
